A 55-year-old female presented with a painless, deep-situated swelling in the right infraclavicular region since 6 months. The swelling was 2 × 1 cm in size, ill-defined, nontender, and firm in consistency. Fine needle aspiration was done and smears were stained by May-Grünwald-Giemsa.
Smears were moderately cellular showing clusters of cells having polygonal shape with abundant, fragile, eosinophilic, finely granular cytoplasm. The nucleus was round, with bland chromatin. Few cells showed small nucleoli and intranuclear cytoplasmic inclusions. Many stripped nuclei were also seen scattered singly. Mild nuclear pleomorphism was seen [ Figure 1a and b]. Based on these features, a cytological diagnosis of benign GCT was suggested.
Histopathological examination showed an unencapsulated tumor comprising closely packed sheets of polygonal cells having highly eosinophilic, granular cytoplasm with central round nucleus and bland nuclear chromatin surrounding nerve fibers and skeletal muscle bundles. Features were suggestive of GCT [ Figure 1c ]. Special stains including periodic acid-Schiff (PAS) and PAS-D (diastase) were done, which were positive and PAS-D-resistant. Immunohistochemistry using S-100 was done which showed strong cytoplasmic and nuclear positivity which confirmed the diagnosis [ Figure 1d ].
GCT arises in middle-aged adults with slight female predominance. The differential diagnosis (DD) includes xanthogranuloma, alveolar soft part sarcoma (ASPS), rhabdomyoma, malignant GCT, and oncocytic lesions as all these present with cells having abundant eosinophilic cytoplasm on cytology. [3] In this case, the closest DD was apocrine carcinoma of breast as the swelling was situated close to the breast tissue. In contrast to GCT, the cells in apocrine carcinoma show a more distinct, slightly basophilic cytoplasm, significant nuclear atypia, pleomorphism, and prominent nucleoli, and hence this possibility was ruled out. Skeletal muscle neoplasms, rhabdomyoma, and ASPS are close mimickers of GCT. Whereas rhabdomyoma was excluded by the absence of cross striations and spider cells, ASPS was ruled out by the absence of nuclear atypia and intracytoplasmic rhomboid crystals. [4] Malignant GCT, although very rare, was also excluded due to the lack of nuclear atypia. Xanthogranuloma was also easily ruled out due to absence of accompanying inflammatory cells and histiocytes having vacuolated cytoplasm and indented nucleus.
Definitive cytological diagnosis of GCT is possible by sequentially excluding out its close mimickers. Presence of intranuclear cytoplasmic inclusions (described by Liu et al., [5] ) and stripped nuclei which arise due to fragility of cells [4] also provide important diagnostic clue. Since GCT is known for recurrence, its correct preoperative cytological diagnosis becomes essential to enable a wide local resection.
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Cytological Features of Cutaneous Granular Cell Tumor:
A Brief Report Sir, Cartilage cells can be seen rarely as contaminants in cerebrospinal fluid (CSF). Their presence may result in an erroneous cytological diagnosis of malignancy. Unnecessary investigations following the misdiagnosis would add to the anxiety and financial burden to the patient. Due to its uncommon occurrence, very few case reports have been found in literature. Most of the textbooks mentioning the presence of cartilage in CSF have limited photographs illustrating the same. Takeda et al. [1] reported cartilage cells in 6 (0.2%) of 3200 CSF specimens. With the aim to alert cytopathologists about this diagnostic pitfall, we report a recent case of CSF contamination by cartilage cells in a 31-year-old patient.
A 31-year-old male, a known diabetic, presented to the triage with complaints of fever, headache, shortness of breath, and altered sensorium. He was a known case of disc bulge in L5/S1 region. On examination, his vitals were normal. On neurology examination, he was found to have weakness in the right upper and lower limbs. A provisional clinical diagnosis of acute inflammatory demyelinating polyneuropathy was made.
A lumbar puncture (LP) was performed under aseptic conditions and sent for cell count, cell type, biochemistry, and cytology for malignant cells. Cytology slides were prepared after cytocentrifugation, and both air-dried and wet (alcohol) fixed preparation were made. These slides were then stained with May-Grünwald-Giemsa (MGG) and Papanicolaou (Pap) stains, respectively.
On microscopic examination, smears stained with Pap stain were cellular, consisting of large cells in clusters and scattered singly. These cells had a pyknotic nucleus and moderate amount of purplish cytoplasm in Pap stain [ Figure 1a and b]. Few binucleated forms were also noted. MGG-stained smears were dominated by a magenta colored ground substance [ Figure 1c ]. No leucocytes were seen in the smears. On seeing the cellularity of smears and large cells, malignancy was considered as a strong differential. Imaging studies were then revisited, and magnetic resonance imaging brain and spine revealed patchy nonspecific marrow edema in D11 and part of D12 vertebra; however, no intracranial lesion was seen. In view of the discrepant cytoradiological findings, the slides were reviewed. The large cells were found to resemble chondrocytes associated with magenta colored ground substance. So a final diagnosis of CSF contamination by chondrocytes was given and a repeat sampling advised.
Examination of CSF for the presence of cells provides useful information in many diseases of the central nervous system. [2] It is important to be aware of the cellular components of the
